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There is no doubt that progress has been made in the care of patients with transient ischaemic attack (TIA) over recent years. Virtually all hospitals now offer rapid access neurovascular clinics or admission for high risk patients with many units running clinics 7 days a week. Availability of brain and carotid imaging has improved 1 and the UK Carotid Interventions Audit has shown dramatic improvements in the symptom to surgery times coming down from a median of 28 days in 2008 to 21 days in 2010 and 14 days in 2012. 2 However, in this edition of the journal Lager et al report the results of a study examining how effectively risk factors are managed in primary care in the UK after a diagnosis of TIA has been made in a specialist clinic. 3 The key message is that substantial improvements are needed if we are to minimise the risk of further cerebrovascular disease in all patients. And it is worth pointing out that it is not just stroke that can be avoided but vascular dementia, ischaemic heart disease and peripheral vascular disease as well. There is no shortage of good papers and policy documents that define the standards that we should be achieving. 4e6 We know that the risk of stroke in the first month after stroke is substantial particularly for those with hemispheric symptoms, older patients, those with hypertension, diabetes and where the symptoms are prolonged 7 and we know that rapid management can substantially reduce the risk of stroke. 8 Most guidelines recommend that patients with high risk TIA (ABCD 2 4 or more) should be seen within 24 h of symptoms and those with a lower risk within a maximum of 7 days. This dichotomisation of patients into low and high risk groups was developed as a way of reducing the burden on emergency services, although it does not really make much clinical or managerial sense. Even the low risk patients are at a risk of stroke within the first week and if a clinic is available to see patients within 24 h it may as well see all patients. What seems more difficult to achieve is to get patients to take TIA seriously and treat it as a medical emergency. Interviews with 1000 patients in Oxfordshire who had had a minor stroke or TIA between 2002 and 2007 showed that 70% of patients do not correctly recognise their TIA or minor stroke and 30% delay seeking medical attention for more than 24 h. Nearly a third of recurrent strokes occur before the patient seeks medical attention. 9 A systematic review of delays seeking medical attention with data from nine different studies from around the world showed significant variability between studies, but all showing many patients delaying seeking medical attention regardless of whether the patient accurately recognised the cause of their symptoms. 10 A study of the influence of general practice opening hours showed that patients are more likely to present promptly if their symptoms occur during normal working hours.
11 So, we need somehow to educate the population as to what the symptoms of stroke and TIA are and emphasise the importance of seeking specialist help urgently. Patients often appear reluctant to bother emergency services when the symptoms have resolved as they usually have after TIA. Reducing the bureaucracy of obtaining specialist medical care could help. Enabling paramedics to refer directly to a neurovascular clinic and having an open access walk in clinics might reduce delays in delivering the necessary care.
There is less information about the level of knowledge of TIA and minor stroke by professionals in primary care and the emergency departments; however, a rather disturbing questionnaire based study found that while most general practitioners would prescribe antiplatelet therapy, 22%e40% would not refer first time TIA patients, depending upon the presenting symptom. 12 Anecdotal reports and certainly my experience is that the quality of diagnosis of TIA in primary care is inadequate. Less than 50% of referrals to neurovascular clinics actually have cerebrovascular disease. A study from Toronto 13 shows that outcomes for patients who are referred to a stroke prevention clinic are better than those who are not with a 26% reduction in 1-year mortality (HR, 0.74; 95% CI 0.65 to 0.84). This was not a randomised controlled study, although the authors did attempt to control for the key variables and there may well have been significant bias. Nevertheless, combined with the EXPRESS study 8 these data provide a strong pointer to the advantages of rapid specialist input following TIA or minor stroke. Patients suspected of having TIA should be started immediately on an antiplatelet agent by the first clinician who sees them. This means the drug should be swallowed straightaway. It is not adequate to put the prescription in the pocket of the patient to be collected later. Whether the drug used is aspirin or clopidogrel probably does not matter.
The next issue is how to ensure that patients continue to take their secondary prevention medication. In the USA, a cohort of over 2800 patients from 106 hospitals were followed up at 3 months 14 and 1 year 15 to assess adherence. By 3 months, a quarter had discontinued some of their medications and by a year this had risen to a third. Independent predictors of persisting with medication were fewer drugs prescribed at onset, an adequate income, having an appointment with a primary care provider and better understanding of what the drugs were for and their side effects. The targets for lipid and blood pressure control given in the National Clinical Guidelines for Stroke 16 are more rigorous than those required by the quality outcomes framework (QOF) and are the ones that should be achieved if maximum benefit is to be obtained from prevention treatment. The QOF has been a highly successful initiative that has resulted in major improvements in care but it is time that the standards for stroke secondary prevention were reviewed to come into line with the evidence.
We have the structures in place in the UK to deliver high quality care for patients with TIA. What is lacking is sufficient understanding of the disease by the public and some professionals working in primary care and insufficiently rigorous QOF targets for secondary prevention. Addressing these issues is where resources should now be directed through public awareness campaigns and better education of health professionals.
